for the patient, and, of course, it is difficult to identify patients who were set unrealistic goals, and therefore, for whom palliative care was discussed inappropriately.
Context
Patients who stay for long periods in the ITU and ultimately don't survive comprise 13% of the total but account for 32% of resources. It is inhumane to continue ITU therapies when there is no hope of survival. By having regular discussions with patient, relatives, and the critical care team, can the ITU resources used by patients who ultimately die be reduced?
Significant findings
Median ITU stay reduced from 4 to 3 days. This corresponds to 200 fewer days for every 100 patients. Analysis of subgroups showed that this reduction was in the targeted group, ie the patients with higher APACHE scores who died. The intervention did not increase overall mortality. The result is that dying patients spend less time in the ITU.
Comments
Patients who spend a long time in the ITU and do not survive use a huge amount of ITU resources, as well as suffering lengthy and sometimes painful interventions; identifying these patients early and offering palliative rather than aggressive critical care may be both more humane and conserve ITU resources. These goals are laudable but difficult to achieve. The decision to withdraw treatment is often delayed by both staff and relatives in order to offer the patient 'one more chance'. This study is difficult to read but concludes that if goals and expectations are discussed with patients and relatives (eg weaning to continuous positive airway pressure within a certain time) and these milestones are not achieved then palliative care should be discussed. The result was that palliative care was started earlier without affecting overall unit mortality. The inference is that patients who were expected to survive were not compromised by this intervention. The paper does not mention how difficult the goals were to acheive Aff1 Princess Margaret Hospital, Swindon
